Background and Objectives: To compare postoperative complications in patients undergoing laparoscopic and open partial nephrectomy using a standardized complication-reporting system and a standardized tumor-scoring system.
INTRODUCTION
Laparoscopic partial nephrectomy (LPN) has been increasingly performed for select small renal masses, because it has been shown to provide similar oncologic outcomes to that of open partial nephrectomy (OPN). 1, 2 However, LPN is a technically challenging procedure. Even in expert hands, this procedure has been shown to have a potentially high complication rate. 3 Specifically, bleeding requiring transfusion, urinary leakage, and positive margins are some of the most concerning complications. 4 Also, the need for clamping of the hilum has raised the issue of possible renal injury related to the warm ischemia. 5 Conversely, many OPN series 6, 7 that reported more complications were representative of higher risk groups, as defined by greater age, increased comorbidities and symptoms, decreased renal function, and poorer tumor characteristics (size and depth).
Some institutions have recently begun systematically recording complication data for renal cancer surgery. 8 -10 However, these studies are limited by differences among the groups due to variability in the anatomic relationship of the tumors with the kidney anatomy. The Preoperative Aspects and Dimensions Used for an Anatomical (PADUA) scoring system has been used to evaluate complications in patients undergoing OPN. 11 We compared renal tumors using another objective renal mass scoring system (nephrometry) 12 to characterize and objectify the complexities of the lesions resected in both of our groups. Using the modified Clavien classification system 13 of surgical complications, we report our 30-and 90-day complication rates after OPN and LPN at a single institution.
PATIENTS AND METHODS
The records of all patients undergoing partial nephrectomy at our institution were reviewed after institutional review board approval. All procedures were performed by 2 (1 laparoscopic and 1 open) surgeons from January 2000 to December 2009. All nephrectomies performed at our institution during the specified time period were recorded in our database, and selection criteria for this study were applied after all data were collected. Selection criteria for nephron-sparing surgery were based on preoperative CT scan, localization/accessibility of the tumor, and the general health status of the individual patient, as well as individual surgeon preferences. Clinical and pathologic parameters, including age, sex, body mass index (BMI), American Society of Anesthesiologists (ASA) score, estimated blood loss (EBL), nephrometry score, 12 operative time (from skin opening to closing), length of stay, pathologic stage, and surgical margin status, were retrospectively collected from hospital and outpatient electronic medical records as well as correspondence from physicians outside our institution. Thirty-and 90-day complications were collected. We limited our analysis to 90 days, assuming that most peri-operative complications will occur within that time frame. Correspondence with patients and their physicians ensured that treatment received outside of our institution or in the office setting was accounted for in our database. Hospital and outpatient electronic medical records, as well as correspondence from physicians outside our institution, were combed for any deviation from the normal postoperative course, and all deviations were recorded in our database. All complications were then carefully graded using the modified Clavien system 13 and were additionally classified by organ system. The work of cataloguing complications and applying the standardized grading criteria was done by 3 individuals, who studied each patient's chart and read through all sections to gather data on patient and tumor characteristics as well as postoperative course. Similarly, the work of calculating nephrometry score was done by 2 individuals working directly with imaging from the institution's radiology system. Grades 1 and 2 complications were classified as minor, and grades 3 through 5 were classified as major. Bleeding was defined by transfusion with Ն1 unit of packed red blood cells.
The surgical techniques of LPN and OPN were similar and have been described previously. 14 Briefly, during LPN, bulldog clamps were used for arterial clamping. Venous occlusion was performed at the surgeon's discretion. The tumor was excised with round-tipped scissors. Collecting system defects were repaired with intracorporeal suturing. 
RESULTS
Between January 2000 and December 2009, 364 patients underwent partial nephrectomy. Of these patients, nephrometry data were available for 107 patients who underwent LPN and 82 who underwent OPN. A comparison of baseline preoperative characteristics between OPN and LPN patients is shown in Table 1 . Patients in the OPN group had larger tumors and higher nephrometry scores than LPN patients had (PϽ.001). Mean operative time was longer in the OPN group (PϽ.001). The LPN group demonstrated lower blood loss and shorter length of stay (PϽ.001). There was no significant difference in age, sex, ASA score, laterality, or location of the tumor between the 2 groups. There was also no significant difference in the rate of benign and malignant tumors between the 2 groups.
At 30 days, no statistically significant difference was noted in the overall complications between the OPN and LPN groups (29% vs. 17%; Table 2 ). Of those who had complications, LPN patients had more major complications (grades 3 through 5) compared to the OPN group, but this difference did not reach statistical significance. Although the total number of LPNs increased over time, the total number of overall complications did not increase per year during the study period. As shown in Table 3 , bleeding that required transfusion was the most common complication in the OPN group (45%), followed by genitourinary (16%) and wound-related (13%) complications. In the LPN group, bleeding complications were again the most common (23%). However, urinary complications were also quite common (23%), followed by infections (15%). The overall transfusion (intraoperative and postoperative) rate in the LPN Of the 3 patients in the OPN group who had a major complication (grades 3 through 5), 1 patient died (grade 5) from pulmonary embolism leading to sepsis and multiorgan dysfunction syndrome. One patient had Ogilvie's syndrome (acute colonic pseudo-obstruction) and needed intensive care unit (ICU) admission (grade 4). The third patient needed a ureteral stent (grade 3) for a urinary leak; the stent was removed after the leak resolved.
Of the 8 patients in the LPN group who had major complications, 2 required ICU admission (grade 4). One patient had a non-ST-elevation myocardial infarction (NSTEMI) and congestive heart failure, while the other had an upper gastrointestinal bleed. The remaining 6 patients underwent additional procedures (grade 3). Four patients in the LPN group who had urinary leaks required ureteral stent placement (grade 3a), and 1 underwent hemicolectomy due to a nephrocolonic fistula (grade 3b). One patient underwent cardioversion for atrial fibrillation (grade 3a). Ninety-day complications (grades 1 and 2) in the LPN group were P. aeruginosa and E. coli UTI, whereas OPN complications were wound infection and hematuria. Using multivariable analysis, we found that higher BMI and higher EBL predicted more overall complications (Table 4 ). There were no predictors of major complications.
DISCUSSION
LPN has been shown to be a technically feasible alternative to OPN with similar surgical efficacy. 15, 16 When compared with OPN, LPN was associated with a higher rate of complications in several early studies, 6,17 but similar complication rates have been reported in more recent studies. 1, 2, 18 Although a comparison of OPN vs. LPN has been reported in the literature, 2, 7 there are relatively few studies 8 -10 that use an objective and standardized system to record and categorize peri-operative complications. We used the modified Clavien system 13 to standardize and compare complications, because this allows for an objective assessment of changes in technique as well as an improved comparison of newer treatment strategies. Furthermore, we utilized the nephrometry scoring system 12 to standardize and compare renal tumors between the 2 cohorts. Our results are generalizable due to the standardized nature of our data, both with respect to grading complication severity and assessing tumor complexity.
Despite favorable preoperative tumor characteristics, lower EBL, and shorter hospital stay in the laparoscopic group, there were more major complications (grades 3 through 5) with LPN (6.2%) compared with OPN (3%). This difference did not reach statistical significance. When we analyzed the entire cohort of 364 patients, there were more major com- plications in the LPN group, and this difference was statistically significant. This is in accordance with the recently published guidelines on the management of clinical stage 1 renal mass. 19 In the metaanalysis, the authors concluded that LPN was associated with a higher major urologic complication rate than OPN was (9% vs. 6.3%).
There was a higher urinary leak rate in the LPN group, likely due to the technical difficulties associated with intracorporeal suturing. We considered that this might have been due to a higher complexity of the lesions; however, of the 5 of the 6 patients who had a urinary fistula in the LPN group, the average nephrometry score was 5 (one patient had a score of 9). Nephrometry scores were available for 107 out of the 176 LPN patients, and therefore there may be some inherent selection bias. In a multiinstitutional review of 1800 laparoscopic and open partial nephrectomies, Gill et al 7 reported a 3.1% urinary leak rate for laparoscopic partial nephrectomy; we experienced a 3.4% leak rate with our LPN group. Additionally in the same series, the number of patients who required 1 or more postoperative blood transfusions was 45 in the LPN group (5.8%) and 35 in the OPN group (3.4%). Our bleeding complications in the LPN group compare favorably (2.8%) but were much higher in the OPN group (12%).
Prior studies have published complication data for 30 days. Though we collected complication data for 90 days, we found that the majority of the complications happened within 30 days. This is in contrast to the bladder cancer literature where there are almost an equal percentage of complications between 30 and 90 days. 20 Nephrometry, 12 Padua, 11 and C-index scores 21 are recent methods to standardize and compare renal tumors. To our knowledge, this is the first study to incorporate the nephrometry scoring system, a standardized system to compare the anatomic relationship of the tumors with the kidney anatomy to compare patients who underwent LPN and OPN. One study has been published using nephrometry score to evaluate outcomes with robot-assisted LPN. 22 Though mean tumor size and the general tumor location have been reported in previous studies, 7, 9, 15 there was no assessment of tumor complexity. In our study, which does include a standardized assessment of tumor complexity, the LPN group had favorable characteristics compared to the OPN group in that it had lower nephrometry scores, lower EBL, and shorter hospital stay, but despite all these apparent advantages still failed to show a decreased rate of complications.
We recognize several important limitations to our study. We recognize the retrospective nature of this study as well as its limited sample size due to our restriction of the data analysis to patients with nephrometry scores available. This may have led to selection bias, and also reduced the statistical power of our study. The retrospective nature of the study means that our LPN and OPN groups have significantly different tumor complexities as measured by nephrometry score. Another limitation is the lack of clamp times for the LPN group. We were unable to study changes in renal function in the postoperative setting due to this missing variable, a factor that could have contributed to postoperative complication rates in the LPN group. In addition, our study is limited by the volume of LPN and OPN cases over time, since LPN is a newer procedure and volume has increased over time. In spite of this, there was no difference in complication rates between the earlier and later cohorts.
CONCLUSION
Overall, we conclude that although laparoscopic partial nephrectomy has the advantages of decreased operative time, lower blood loss, and a shorter hospital stay, there is no significant difference in complication rates between laparoscopic partial nephrectomy and open partial nephrectomy. Furthermore, LPN and OPN in our study resulted in similar complication rates despite favorable tumor characteristics in patients undergoing laparoscopic partial nephrectomy. That is, in spite of the selection of tumors with lower objective complexity for laparoscopic partial nephrectomy, the complication rate in the laparoscopic group was not lower than it was in the open partial nephrectomy group. We believe that appropriate understanding of the complexity of the lesion, possible complications, and management techniques is essential in reducing the risk of complications, in appropriately counseling the patient, and in choosing between the laparoscopic and open approaches.
